A CASE OF MULTIPLE SYPHILITIC NEURITIS. 1 


By FRANK R. FRY, A. M„ M. D„ 

St. Louis. 


The subjoined history will, perhaps, be traced more 
satisfactorily if first epitomized as follows: Male, 32 years 
of age. March, 1897, a rather severe headache, which 
yielded to antisyphilitic treatment within about ten days. 
June, a syphilitic lesion of the tonsil. July and August, 
headache again, but not severe: no symptoms of focal dis¬ 
ease of the nervous system. October 26th, a sudden right 
hemiplegia, involving the arm and leg, but not the face; 
probably due to a lesion at the internal capsule; no other 
lesions of the central nervous system. November 15th, 
beginning of a paraplegia with hyperasthesia and anaes- 
thesia of all the extremities, especially of the hands and 
feet, and later a complete paraplegia, with flaccid muscles 
and reaction of degeneration in the legs, and absent knee- 
jerk, and marked weakness of the hands and forearms. A 
diagnosis of multiple neuritis, involving all of the ex¬ 
tremities. March, 1898, returning motility, and later a 
gradual recovery from paraplegia, with returning knee- 
jerk. 

In particular, the history is as follows: 

E. A. W., aged 32 years; a large, well-built man; German 
parentage; family history unimportant; no previous illness of 
importance; good habits; never has used tobacco or alcohol 
excessively; city salesman for a wholesale queensware house. 

lie first consulted me March 13th, 1897, complaining of 

. 'Read, at the twenty-fourth annual meeting of the American Neu¬ 
rological Association. May, 1898. 
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headache and lassitude. I concluded that he was suffering 
from a grippe cephalea, and prescribed accordingly. He 
called several times within a week. The treatment afforded no 
relief. March 22(1 he complained a great deal of his head. 
In the course of a careful examination I found the temporal 
ridges and shins slightly tender to pressure. ()n antisyphilitic 
treatment, the headache entirely disappeared within about ten 
days, and his general condition was much improved. A care¬ 
ful inquiry and physical examination at this time failed to 
elicit a history or signs of syphilis, save the periosteal tender¬ 
ness just mentioned. Subsequently, however, 1 obtained from 
him data which pointed quite conclusively to an infection in 
September of t8y6. I tried to impress him with the necessity 
of keeping himself under observation and treatment, but after 
two weeks, being very much occupied, he discontinued his 
visits. 

June 22d he returned, complaining of a sore throat. He 
stated that he had discontinued all treatment a month after 
his last visit, having felt entirely well. I found a large ex¬ 
cavated ulcer on the left tonsil, and the glands at the angle 
of the jaw swollen and painful. He was examined by Dr. 
W. C. Glasgow, who pronounced the condition syphilitic;. 
After this I saw hint at intervals of a few days to two weeks, 
and treatment was continued with fair regularity all summer. 
The lesions in the throat and neck disappeared slowly. 

My notes show that on July 25th and August 13th he was 
complaining a good deal of headache, and that I made careful 
examinations without finding evidences of disease of the 
nervous system. 

October 24th, in my absence from the city, he came to 
the office and was examined by Dr. M. A. Bliss, who found 
him with a right hemiplegia. He had retired the evening be¬ 
fore with a numb, heavy feeling in the neck, shoulder and 
arm, and awoke in the morning with the hemiplegia and some 
slight headache and dizziness. He stated that he had been 
feeling the parsesthesiae in shoulder and arm for some days 
prior to the stroke, and had ascribed the condition to rheu¬ 
matism. 

He was admitted to the Missouri Baptist Sanitarium Oc¬ 
tober 26th, and remained there until February 13th, 1898— 
111 days. During this time I saw him almost daily, and kept 
full notes of the case. October 26th—the day after admission 
—I made a general examination. Patient walked with a hemi¬ 
plegic gait, and the grasp of the right hand was feeble. He 
had a partial right hemiplegia, involving the leg most, the 
hand less, and the face and tongue not at all. He could ascend 
the stairs unassisted, and had fair use of his hand, for example, 
in dressing and feeding himself. The knee-jerk and wrist-jerk 
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on the right side were exaggerated. The sensorium was clear. 
He still complained of slight vertigo, especially on bending 
over or on suddenly rising from a seat. He also complained 
of paresthesia; in the arm and hand, numbness and heaviness. 
The expulsive force of the bladder was somewhat weakened. 
In this connection I will state that the condition of the bladder 
remained practically the same through the course of his ill¬ 
ness. It was never necessary to use a catheter. None of the 
cranial nerves were involved, and there was no evidence at 
this time of more than one lesion of the nervous system. It 
seemed probable that this was a gumma, and that it was lo¬ 
cated at the internal capsule. Ur. L. llremer saw the patient 
a few days after he entered the sanitarium, and concurred in 
our opinion of the probable nature and location of the lesion. 

Active antisyphilitic treatment was continued. At the end 
of two weeks there was considerable improvement in the 
general condition of the patient and that of the paretic mem¬ 
bers, yet I felt that he was not responding to treatment as well 
as could be desired. 

November 15th to 20th he began to make frequent com¬ 
plaints of numbness and weakness in his feet and legs. More 
careful observations on the 20th showed that there was some 
hyperesthesia, which was greater in the left foot and leg. 
Within a few days the left foot and leg were as paretic as the 
right. By December 6th he was unable to walk, and took to a 
roller chair; meantime, he was complaining of an increasing 
tingling, numbness and weakness in the hands. 

December 10th his condition was as follows: A symmetri¬ 
cal paraplegia; he could not walk, but could get into his 
chair with the assistance of an attendant. The muscles were 
flabby and slightly tender to pressure. Both knee-jerks were 
gone. He complained of an unpleasant degree of hyperes¬ 
thesia of both hands and feet and legs and forearm, and mostly 
of those of the left side. The grasp on both hands was en¬ 
feebled. 

During the following month there was little change in Iris 
condition. Mild galvanism was applied daily by Dr. M. W. 
Hoge. and it was noticed that in the muscles of the legs es¬ 
pecially there was a qualitative change in the reaction, the A. 
C. C. being equal to or greater than the C. C. C. 

January 10th (1898), he seemed to be getting stronger in 
his legs. On January 18th he first undertook to walk with the 
assistance of two attendants, and from that date gained rapid¬ 
ly, so that at the end of two weeks he was moving about his 
room with the support of a walking-stick. The gait was not 
spastic; there was a distinct toe-drop, the so-called steppage 
gait. , . 

He has been constantly under observation since leaving 
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the sanitarium, February 13th. Improvement has steadily 
continued. March 2yth, returning knee-jerks were first demon¬ 
strated; the right quite feeble without re-enforcement, the left 
only showing with re-enforcement. 

April 4th, 10th, 18th, 25th, he still complained of slight 
numbness of his fingers and toes, and of considerable sensi¬ 
tiveness of the plantar and palmar surfaces, and some general 
slight soreness and stiffness of the muscles of the extremities. 
The aesthesiometer showed only slight obtundity of tactile 
sense. 

May 27th,an examination showed the following: The pupi.s 
were equal and reacted normally. The face was symmetrical; 
no evidence of involvement of any of the cranial nerves. On 
a stiff dynamometer the right hand registered 170, the left 155. 
He had a powerful grip. The right knee-jerk was considerably 
stronger than the left, the latter only coming out well on re¬ 
enforcement. Station was good, and there was no incoordina¬ 
tion in any of his movements. He could alight from a street 
car before it came to a full stop. He could walk twenty blocks 
without much fatigue, and averaged about two hours a day- 
on his feet about his place of business, but was conscious of 
not having regained his normal strength and endurance. The 
aesthesiometer showed that the tactile sense of the fingers was 
not quite up to normal, and he still had occasional very slight 
stiffness and numbness in the left hand. After sitting for some 
time, he felt some stiffness of the legs, which soon wore away 
on moving about. Occasionally he had a slight headache in 
the temples, causing passing annoyance. 

The treatment throughout has consisted of inunctions of 
mercurial ointment, one to two drachms daily, in courses of 
fifteen to thirty days. Between these courses iodide of sodium 
was given in increasing doses, the largest reached at any time 
being 100 grains, t. i. d. Strychnine was used almost continu¬ 
ously in doses of 1-15 to 1-30 grain, t. i. d., and mild galvanism 
a good part of the time. 

I believe that the existence of an extensive multiple 
neuritis in this case will be conceded, and that the man¬ 
ner in which it was engrafted upon the hemiplegia fur¬ 
nishes a very unusual clinical picture for a syphilitic case. 
Superficially, it bore a resemblance to the so-called syphi¬ 
litic triplegia, i. e., a paraplegia of spinal origin following 
upon a hemiplegia of a cerebral origin. But I think I 
have given an extended enough history of the case to show 
that it could not have been mistaken for this rather fa- 
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miliar condition, or for a diplegia due to extensive cere¬ 
bral syphilis. 

I have assumed that the netiritis was of syphilitic 
origin, not simply because the patient was syphilitic and 
the disease rather intractable to treatment, but because 
there seemed to be no other probable explanation of it. 
Thre was nothing in his occupation or habits which pre¬ 
disposed him to it. He had never shown rheumatic or 
litluemic tendencies, and had no renal trouble. Mercury 
had been used before the neuritis appeared, but it was not 
discontinued. On the contrary, it was used more freely 
after the neuritis was manifest than before its appearance. 
There were at no time the evidences of a mercurial ca¬ 
chexia. In January for a few days the teeth were a little 
tender when jarred together, and this was the nearest 
approach to the full physiologic effect of the drug ob¬ 
served at any time, although constant watch for this ef¬ 
fect was kept. A diffuse polyneuritis from mercury is a 
very rare occurrence, and a condition of the kind without 
considerable pain and local lesions in the joints and mus¬ 
cles and an apparent cachexia would be still more rare. 

The rarity of an extensive peripheral neuritis due to 
syphilis is noticed by all authorities, and generally they 
call attention to the distinction which should be made 
between a neuritis proper and a postsyphilitic degenera¬ 
tion of peripheral nerves. The necessity of this distinc¬ 
tion from a pathological and clinical standpoint is evident 
enough. Usually there would not be much difficulty in 
making it clinically. Vet I can understand that situations 
may occur where, for a time at least, the symptoms may 
be confusing. 

It will be noticed in this case that the syphilis was 
about one year old at the time the neuritis developed. 

DISCUSSION. 

Dr. Charles L. Dana said that his experience with multiple 
neuritis and with syphilitic affections of the nervous system 
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had been such that he had come to regard it as almost a patho¬ 
logical law that multiple neuritis never results from syphilis. 
Personally, he had never seen a case of that kind, and those 
which he had seen reported in literature seemed to be open 
to some other interpretation. One case—that of a patient 
who had been under his observation for a long time, and 
which he did not at all regard as one of syphilitic multiple 
neuritis—was afterwards recorded as such by another phy¬ 
sician. In order to prove such a condition, every other pos¬ 
sible cause of the neuritis must be excluded. Dr. Dana said 
he had specimens in his possession from a case where a rather 
profuse syphilitic exudation into the substance of the cord 
in the cervical and lower thoracic regions produced symptoms 
somewhat like those reported by Dr. Fry. In the ordinary 
cases of multiple neuritis usually much more pain and rather 
more paralysis arc found than seemed to be present in Dr. 
Fry’s case. On the other hand, we know that multiple neuritis 
is not infrequent, and is sometimes due to causes which we 
cannot clearly make out. While alcohol is a very common 
cause, we frequently see cases which must be explained other¬ 
wise. 

Dr. Sachs said that while he did not care to venture an 
opinion as to whether Dr. Fry’s case was one of syphilitic 
multiple neuritis or not, he thought Dr. Dana had stated the 
other side of the question a little too strongly. The speaker 
was of the opinion that the evidence of a multiple neuritis or 
peripheral neuritis of syphilitic origin had been fairly well 
established. Some time ago he had reported the case of a man 
who had had a number of manifestations of syphilis of the 
nervous system, among them being ptosis and hemiplegia, 
and from all of these he had recovered under specific treat¬ 
ment. At one time he had developed a flaccid paraplegia 
without vesical symptoms, and later a distinct ulnar neuritis, 
characterized bv pain along the distribution of the nerve; 
at the same time he had mucous patches, and all these symp¬ 
toms disappeared in the course of a few weeks under proper 
treatment. Of course, it was possible that this was a mere 
coincidence, but we have considerable evidence to show that 
occasionally the peripheral nervous system may be directly 
diseased as a result of previous syphilitic infection. 

Dr. Dana stated that he did not deny the possibility of a 
syphilitic neuritis of single nerves, but of a multiple neuritis. 

Dr. M. Allen Starr agreed with Dr. Dana. lie did not 
think we should confound a peripheral neuritis, due to a gum¬ 
ma, with the typical features we have in mind when we speak 
of multiple neuritis, which is a clinical entity with well known 
and characteristic symptoms. Although he had been on the 
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lookout for a case of multiple neuritis of syphilitic origin 
during the past ten years, lie had never seen one which he was 
willing to pronounce as distinctly syphilitic. 

Dr. J. J. Putnam indorsed the statements of Drs. Dana 
and Starr. He had never seen a case of multiple neuritis 
which was clearly of specific origin. 

Dr. Leonard Weber said that fifteen years ago he had 
read a paper before the New York Academy of Medicine, in 
which he had reported a series of 125 cases of syphilis which 
had been under his observation more or less constantly for 
twenty years. Although at that time the clinical features 
of multiple neuritis were not so well understood as now, he 
could not recall a single case in that series which presented 
any of the characteristic symptoms of multiple neuritis. 

Dr. Fry, in closing, said Dr. Dana and Dr. Putnam had 
very justly called attention to the important fact that multiple 
neuritis is often due to causes which we cannot make out. 
Hierefore. it would be difficult to prove that any case was due 
to syphilis. In this case it seemed so probable that syphilis 
was the cause that he had ventured to report it as such. 


191. Pellotin (Squibb's Ephemeris, Jan., 1897). 

This is an alkaloid found in a species of Mexican cactus. It is 
not soluble in water, but its hydrochlorate is. Dr. Hefter, of Leipsig, 
observed in himself that after taking five centigrammes (three-quarters 
of a grain) he seemed very drowsy and ultimately fell asleep. Dr. 
Jolly, of Berlin, then gave it to a number 01 patients in the neurolog¬ 
ical wards of the Charite Hospital in Berlin. The first was a man with 
alcoholic neuritis, who after an injection of four centigrammes became 
very drowsy and in a hour later slept four hours. Dr. Hefter observed 
in himself a diminished pulse-rate, and the same was perceptible in 
this patient— during the first hour of whose sleep the pulse fell to 56 
per minute, rising again to 76 before he awoke. A patient with mul¬ 
tiple sclerosis took five centigrammes during the afternoon, and after 
half an hour he also slept soundly for several hours. Similar results 
were obtained in other cases. In tabes the soporific action was satis¬ 
factory, but the pains returned when the patients awoke. In delirium 
tremens the effect was less prompt; twelve centigrammes (equal to 
one and three-quarter grains) were needed to quiet a patient, but no 
sleep followed. Some patients complained of giddiness and declined 
to take the medicine, but the greater number did not suffer so. Prof. 
Jolly says that six centigrammes (equal to about one grain) are equal 
to one gramme (15H grains) of trional, or two grains of hydrate of 
chloral. Freeman 



